INTRODUCTION

R
heumatoid disease can cause ocular inflammation of the conjunctiva, sclera, and uveal tract. The sclera is an avascular layer covered by the episclera that is highly vascularised and can be affected by inflammation. Frequently, ophthalmic involvement in rheumatoid arthritis (RA) and spondyloartrhophaties results of a systemic and chronic inflammation that can produce devastating effects. Clinically, episcleritis looks similar to conjunctivitis, although there is no discharge. A common symptom of episcleritis is redness, and patients may also complain of foreign body sensations, itching, burning sensations, photophobia, blurred or halo vision, and excessive tearing (1) . The biochemical nature of these ophthalmic manifestations is related to the release of inflammation mediators, including tumour necrosis factor (TNF) and other inflammatory cytokines (2) . Episcleritis is an inflammation of the episcleral tissue between the conjunctiva and the sclera. Episcleritis is a complication that occurs in 30% of RA patients and takes place in the absence of infection (3) . Frequently, it is associated with underlying, advanced, and destructive arthritis with extrarticular manifestations. Rheumatoid episcleritis produces necrotic areas with thinness that allows the exposure of the uvea, and scleromalacia perforans is a serious complication of RA. Traditionally, scleritis has been treated with steroids and immunosuppressive agents. However, the availability of anti-TNF biological agents is changing the prognosis of acute rheumatoid ocular involvement (4 a rural environment who had chronic and destructive RA. She was treated with NSAIDs yet she exhibited ocular involvement and her condition rapidly evolved into scleromalacia perforans. After the patient was treated with infliximab, a remarkable remission of the sclera inflammation was observed.
CASE REPORT
A 65-year-old female residing in a farming community whose clinical history did not disclose familial autoimmune background developed rheumatoid arthritis. The disease had an evolution of 15 years prior to ocular involvement. She was treated by a family physician with NSAIDs and low doses of prednisone, but she was never evaluated by an internist or rheumatologist. Four months before evaluation by a rheumatologist, she developed episcleritis, followed by scleromalacia perforans in the left eye. The ophthalmologist prescribed dexametasone therapy in bolus, followed by 50 mg of prednisone daily. She did not respond to this therapy, and her scleromalacia rapidly evolved into eye perforation. For this reason, urgent eye enucleation surgery was performed. After surgery she was treated with 15 mg of prednisone per day, but in spite of steroidal therapy, she developed scleritis of remaining eye over the following two months. For this reason, the ophthalmologist referred her to a rheumatologist. At the first evaluation, she exhibited the progressive effects of her chronic disease. She was unable to walk and had contractures in her elbows, knees, and fingers, ulnar deviation of both hands, which were atrophic, and rheumatoid nodules in her elbows and ankles. As depicted in Figure 1 , the right eye exhibited redness due to scleritis, and she complained of ocular pain, foreign body sensation, photophobia, blurred vision, and excessive tearing. Clinical laboratory tests were positive for rheumatoid factor (600 U; normal 40 U), showed an accelerated erythrocyte sedimentation rate of 50 mm/h (Westergreen), and detected thrombocytosis of 450,000. She was treated with of 1 g of cylophosphamide and 1 g methylprednisolone in bolus, yet in the following two weeks the inflammation in the right eye persisted. Consequently, she was given an infusion of infliximab (200 mg in 1 hour). This biological agent was administrated monthly for the following four months and induced a dramatic change. An improvement was observed two weeks after the first infusion. The sclera and conjunctiva inflammation progressively cleared, and the foreign body sensation, itching, burning, and photophobia disappeared (Fig. 2) . After four months, the infliximab therapy was stopped, and she was treated with 10 mg of methotrexate per week. Follow up occurred every two months over the next two years. During that time, she remained in remission free of ocular manifestations and did not suffer any side effects from the biological therapy.
DISCUSSION
A clinical case of scleromalacia perforans in a female patient with RA is presented. The lack of a suitable treatment available in her rural environ- Figure 1 -A. The right eye exhibited redness due to scleritis, whereas on the left eye there was only a patch covering the empty ocular cavity. B. Both hands were atrophic and exhibited ulnar deviation, and fingers with flexion contractures can be seen.
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ment resulted in a catastrophic evolution of the disease and the loss of her left eye. Two months after enucleation surgery, the patient developed acute and progressive scleritis of her unique eye, and anti-TNF infliximab was administered. Two weeks after the first dose, the ocular inflammation decreased, and dramatic results were archived over the following 16 weeks. Amazingly, the ocular lesions completely cleared (Fig. 1) . Anti-tumour necrosis factor alpha (anti-TNF-alpha) agents have been used in refractory inflammatory eye diseases associated with rheumatic diseases, especially in recalcitrant uveitis. The therapeutic advantages of anti-TNF agents include the rapid response and relief of symptoms, which decreases the need for topical steroids (5) . A recent review that detailed the experiences of patients in clinical trials, as well as an uncontrolled case series treated with TNF antagonists, summarised the beneficial effects of biologicals in approximately 280 patients with various ocular conditions that were inadequately controlled by conventional therapies. This analysis demonstrates that TNF antagonists are useful in the treatment of ocular inflammation associated with rheumatoid arthritis, juvenile idiopathic arthritis-associated and chronic anterior uveitis, sarcoidosis, and Crohn's, Behçet's and Graves' disease (6) . The present report describes a dramatic case of rheumatoid ocular involvement that caused the loss of the patient's left eye to scleromalacia perforans and involved acute scleritis of her unique eye. This process was very aggressive and had a rapid evolution, which put the patient at the risk of becoming blind. The decision to administer anti-TNF therapy was correct and critical to archiving excellent results in a relatively short period of time. Considering this case and the experiences of others, we can conclude that TNF blockers are effective therapeutic agents for ocular complications of rheumatoid arthritis.
